| INTRODUCTION
The past few years have witnessed a growing commitment by governments in low-income and middle-income countries towards achieving universal health coverage (UHC).
1,2 Such commitment to UHC has been recently reinforced as part of the Sustainable Development Goals. 3 Under UHC, all people who need health services can receive them without undue financial hardship. 2 It is a critical component of sustainable development and poverty reduction, and a key element of any effort to reduce social inequalities and enhance access to care. 2 One of the key requirements for successful UHC programs is the design and implementation of essential health benefits packages (EHPs). [4] [5] [6] [7] EHP is defined as a set of essential health services that all the population need to have access to. 8, 9 Countries can proceed by delivering a limited benefits package and subsequently identify priorities for progressive expansion as more resources become available. 10 EHPs are expected to provide a maximum gain in health status for the money spent. They are often delivered by governments or contracted out to the private sector, the latter prominent in areas where governmental capacities are weak. 8, 9, [11] [12] [13] [14] The importance of prioritizing a defined package of essential health services for achieving UHC has been re-emphasized in light of increased resource constraints facing many countries. 6, 10 This is because by specifying the sets of services to be made available, a clearly defined benefits package can facilitate resource allocation decisions and other planning functions as well as help decrease variations in care and outcomes. 6 The terms "essential health benefits package," "essential health services,"
"basic package of services," or "minimal benefits package" are often used interchangeably. 8, 15 For the purpose of this study, "EHP" or simply "package" will be used to refer to any of the above.
Evidence shows that primary health care (PHC) plays an essential role in achieving UHC. 5, 7, 16 This is because interventions at the PHC are able to cover up to 80% of health care demands, with only around 15% of demands requiring services and skills typically restricted to hospitals. 17 For instance, Japan was able to achieve UHC with PHC services. 18 Similarly, Lebanon is planning to achieve UHC by implementing a package of essential health services in PHC. 19 Nonetheless, PHC remains largely undervalued in many parts of the world, where most of the investments are channeled towards acute hospital care. 20, 21 This, in turn, creates a need to support PHC services as part of strengthening health systems arrangement to achieve UHC. 22 LIST OF ABBREVIATIONS: EHPs, essential health benefits package; MOH, ministry of health; NGOs, non-governmental organizations; PHC, primary health care; UHC, universal health coverage
With a resurgence in discussions about EHPs and a growing interest in PHC as a platform for progressing to UHC, 11, 16, 17 it is important to understand how to effectively deliver EHPs within PHC settings. Simply making an EHP available is not sufficient to achieve its objectives, as many low-income and middle-income countries also face other constraints that hinder its proper implementation and uptake by beneficiaries. 23, 24 For instance, in Uganda, the presence of EHP did not change the reality that 70% of the population did not use the services covered by EHP as their first contact point, due to inadequate coverage and low perceived quality of services. 7, 8 This shows that the development of an EHP cannot occur in isolation from practical considerations surrounding its implementation.
To our knowledge, no previous systematic review has reported on the factors critical to the implementation of EHPs within PHC settings. Therefore, the objective of this study was to systematically review the evidence on barriers and facilitators to the implementation of EHPs within PHC settings in low-income and middle-income countries.
2 | METHODS
| Protocol registration
We registered the review protocol in PROSPERO International prospective register of systematic reviews. The protocol can be accessed at http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42015019812.
| Eligibility criteria
The eligibility criteria were:
• Types of studies: we included randomized studies, non-randomized studies (cohort before-after, case control, cross-sectional), qualitative studies (personal interviews, focus groups, ethnography), case studies, process evaluation studies, and policy analyses. We included both published and unpublished studies.
We excluded editorials, commentaries, letters to the editors, proposals, policy reviews, systematic reviews, and studies published in abstract format only. We also excluded case studies and policy analysis papers that lacked a clear methodology section.
• Types of settings: We included studies only from low-income and middle-income countries (as defined by the World Bank, 2014).
• Types of contexts: We included studies conducted in the context of implementing an EHP within a PHC setting.
As there is no single model for PHC, 25 we relied on the descriptions provided by the individual studies.
Although we had initially planned to also include packages implemented at the community level (ie, communitybased health insurance schemes), we opted against this decision since these are likely to have different barriers and facilitators associated with their implementation. Moreover, community-based health insurance has already been addressed in two previous systematic reviews. 26, 27 We excluded studies that focused on the following: packages that are proposed but have not been implemented in actual settings; social or national health insurance or the extension of the latter two to the informal sector; disease-specific packages; vouchers or conditional cash transfer; and packages of interventions (eg, extended clinic hours, vaccinator training, and active surveillance) as opposed to packages of health services (eg, outpatient services). We also excluded studies that focused on the process of integration of programs or services into existing schemes (ie, the unit of analysis is integration as opposed to implementation).
• Types of outcomes: We included studies that reported either barriers, facilitators, or both to the implementation of EHPs. These can include determinants at the household level/demand side (eg, attitude and willingness to enroll) as well as determinants at the systems level/supply side (eg, governance, financial, and delivery arrangement of the health system). We also included studies that described the process of implementation or examined strategies that facilitated the implementation process. We defined a facilitator as any factor that promoted or facilitated the implementation or uptake of health benefit packages, and a barrier as any factor that limited or restricted the implementation or uptake of health benefit packages.
We excluded studies that focused on payment methods for health care services in general (eg, hospital care) without linking them to an explicit package.
| Search strategy
We searched the following electronic databases between December 2014 and January 2015: PubMed, Medline, EMBASE, Global Health Library, Health Systems Evidence, and Google Scholar (gray literature).
We developed and validated the search strategy with an information specialist experienced with systematic reviews. We searched each database by combining terms for three different concepts: "benefit package," "barriers and facilitators," and "low-and middle-income countries." The search included both free text-words and controlled vocabulary terms such as MeSH (Medical Subject Headings), in addition to various search options available for each resource (see Additional file 1 for the full details).
We restricted searches to the English language and to the year 1992 forward for each database. We chose the latter date because EHPs took center stage in 1993. 28 We also searched organizational websites of the World Health Organization and the World Bank. In addition, we screened the reference lists of included studies and relevant systematic reviews, as well as contacted authors of relevant articles or conference proceedings.
| Selection process
Teams of two reviewers completed title and abstract screening in duplicate and independently. We retrieved the full texts of citations judged as potentially relevant by at least one of the reviewers.
Teams of two reviewers completed full-text screening in duplicate and independently. They resolved disagreements by discussion or with the help of a third reviewer. We used standardized and pilot-tested screening forms.
We also conducted calibration exercises to ensure validity of the screening process.
| Data abstraction
Teams of two reviewers completed data abstraction in duplicate and independently. They resolved disagreements by discussion or with the help of a third reviewer. They used a standardized data abstraction form to collect information on study design, objective, methods, population, description of package, and factors affecting the implementation of the package. These factors were categorized as barriers or facilitators according to the original study. We conducted calibration exercises to ensure validity of the data abstraction process.
| Risk of bias assessment
Teams of two reviewers assessed the risk of bias of included studies. They resolved disagreements by discussion or with the help of a third reviewer.
They used the Critical Appraisal Skills Program tool to assess the risk of bias in qualitative studies. They used a modified version of the Cochrane risk of bias tool, adapted from Alkhaled et al (2014) , to assess the risk of bias in non-randomized quantitative studies. 29 They assessed the methodological quality of surveys based on the following criteria: sample size calculation, reporting of a sampling frame, sampling method, response rate, whether pilot testing was done, and the validity of the survey tool.
We conducted calibration exercises to ensure the validity of the assessment process.
| Data analysis and synthesis
Given the nature of the data, we did not conduct any meta-analysis. Instead, we synthesized the findings narratively, making use of thematic analysis. 30 We completed data coding in three phases: deduction (coding all data and labeling each section), induction (screening data to allow new concepts or codes to emerge), and verification (verifying all coded data).
For the deductive analysis phase, we surveyed the literature to identify a framework to guide the categorization of our findings. We opted to use the categorization for health systems arrangement in the Health Systems Evidence (HSE) database to generate an initial list of coding themes (see section below on coding categories).
HSE is the world's most comprehensive, free access database for evidence on how to strengthen or reform health systems. 31 The reviewers then screened the "result" section of each included study and coded the findings under one of the predefined themes while also allowing for new themes to emerge inductively (inductive analysis phase). 32 The coding themes were iteratively updated and refined as data analysis proceeded.
For the verification phase, members of the review team reviewed, verified, and agreed upon the final analytical themes and their respective categorizations as related to the governance, financing, and delivery arrangement levels of the health system.
| Coding categories
As mentioned above, we based our coding themes on the HSE database categorization and later updated and refined them based on the findings of the individual studies. Those ended with three levels of categories:
The first level included the following three broad categories 28, 33 :
• governance arrangements (political, economic, and administrative authority in decision-making, and the management of health systems),
• financing arrangements (funding and incentive systems, as well as financing), and
• delivery arrangements (human resources for health, as well as service delivery)
The second level included subcategories of the above-listed three categories. These corresponded to the coding themes generated deductively and inductively and subsequently placed under one of the above-listed categories.
The third level included findings directly abstracted or lifted from the included studies and classified as barriers and facilitators.
A detailed overview of the coding categories is provided in Additional file 2.
3 | RESULTS Figure 1 summarizes the process of literature search and study selection. Of the 15 510 citations identified by the electronic search, we judged 10 as meeting the eligibility criteria. We excluded 341 studies for the following reasons:
| Results of the search
not in English (n = 5); not in a low-income and middle-income countries (n = 19); not a primary study or a case study with clear methodology (n = 48); proposed health benefit package (n = 25); no defined set of health services covered by the package at the level of primary care (n = 88); does not report on any of the outcomes of interest (n = 86); community-based health insurance (n = 30); national health insurance, social health insurance, vouchers, or disease-specific packages (n = 30); and other (n = 10). Additional file 3 provides a detailed list of excluded studies with reasons for exclusion of each. • Semi-structured interviews (n = 2) 40, 41 • Documentary analysis (n = 2) 39, 43 • Survey (n = 3) 35, 36, 38 • Both interview and survey (n = 1) 34 • Economic analysis (n = 1)
| Characteristics of included studies
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• Multiple-case study methodology involving documentation, interviews, and surveys (n = 1) Of the 10 included studies, seven examined factors that affected implementation and uptake of health benefit package, two focused on factors associated with quality and cost of package, 35, 36 and one explored the effect on cost and technical efficiency of contracting-out the package to NGOs. 42 The studies that conducted semi-structured interviews involved a mix of participants including policymakers (n = 2), 40, 41 PHC managers (n = 3), 34, 40, 41 and health professionals (n = 1). 41 All but one study 41 combined the results for the different types of participants, making it difficult to differentiate the different perspectives. None of the studies examined the perceptions of package beneficiaries/caretakers.
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FIGURE 1 Study flowchart
| Quality appraisal
Additional file 4 provides the assessment of the risk of bias for all included studies.
The qualitative studies were judged to have met most of the Critical Appraisal Skills Program tool checklist for methodological quality. The majority of observational studies were rated as "unclear risk" for completeness of data.
The survey studies were judged as low quality since they failed to report sample size calculation, recruitment methods, or use of validated tools.
We could not find appropriate quality appraisal tools to assess the risk of biases in two country-level case studies 39, 43 and one cost and technical efficiency study. 42 Table 2 summarizes the barriers and facilitators reported to affect implementation of EHPs. The findings are also summarized in a framework describing the key factors influencing the implementation of EHPs within PHC settings ( Figure 2 ). Below, we narratively present the main findings organized according to the following health systems arrangement levels: governance, financial, and delivery arrangements. Poor interactions and dialogs between policymakers and implementers on the purpose and role of package 35, 41 Establishment of a legal and regulatory framework linking implementation to overall health system reform 39 Lack of participation of local authorities in implementation of package 39 Involvement of strategic and diverse actors in implementation of package 37 Poor involvement of primary health care workforce and the public during the implementation phase 35, 36, 41, 43 Involvement of local health authority in implementation of package 37 Limited support from powerful actors 37 Political commitment to package 43 Difficulty in accessing facilities in terms of geographical location, 37 travel distance, 41 and opening time 41 Government's strategy of partnering with NGOs to implement a basic package of health services 35 No clarity on authority and autonomy in making decision related to package implementation and delivery 41, 43 MOPH's involvement of civil society organizations through performance-based contracting 37, 38 Little awareness of the existence of scheme by both health providers and the community 41, 43 Translation of policies into practical interventions and focusing on priority interventions 43 Limited technical and institutional capacity of the Ministry of Health to govern package implementation 39 Monitoring and evaluation by an independent third party contracted by the MOPH 43 Fragmented external agencies' efforts and poor coordination with government which undermined national ownership and governance by Ministry of Health 
| Reported barriers and facilitators
Governance Arrangement Level
Poor coordination between primary health care facilities and community network 41, 43 Strong governance conditions surrounding package implementation 37 Readiness of Ministry of Health to cooperate with all agencies and donors to implement package 43 Willingness of MOPH to explore reformation instead of restoration of an already inefficient system 43 
Financial Arrangement Level
Barriers (n = 4 studies) Facilitators (n = 2 studies)
Failure to accompany scheme implementation to a new mechanisms of health financing or a stronger emphasis on primary health care 39 Linking implementation to health financing reforms, primarily the introduction of a new per capita payment system for primary health care 39 Lack of contribution of formal payments to staff salaries (informal payments continued alongside the official co-payments) 39 Lower co-payments for patients referred from the primary health care level compared with patients without any referrals 39 Great delays in payments of salaries in facilities managed by the government 41 Donors' commitments to fund package 36, 37 Inadequate remuneration especially in rural area 40 Simplified list of co-payment categories to achieve better public understanding 39 Resource gap (discrepancies observed between the package and facility-stated requirements) 38 Cost-saving through the standardization of the fixed-cost elements of a contract with NGOs to deliver services 43 Very long and detailed price list of different diseases and conditions covered by package 39 Exclusion of traditional midwives from the package (and so are not paid to refer women) 41 Insufficient district budget to purchase all missing drugs 40 Lack of a single price list for benefit package 39 
Delivery Arrangement Level
Barriers (n = 4 studies) Facilitators (n = 5 studies)
Insufficient preparation of PHC managers and staffs to adopt and commit to the package 41, 43 Implementation associated with increased training of PHC workforce 41 Poor working conditions (high workload, poor communication, and a sense of isolation) 34, 35 Existence of vertically and horizontally embedded management teams 37 Lack of PHC management supervision 41, 43 Deployment of female health workers 38, 39 Shortages of health personnel 34, 35 Good professional-patient relations 37, 38, 43 Inadequate and poor quality training 34, 41 Doctor as provider of care associated with higher quality 35 Lack of structural and functional integration of PHC to provide package 34 Articulation of scheme within municipal networks to ensure comprehensive integrated care 37 Weak inter-professional skills 25 Clearly defined services to be delivered by package at different service levels 43 Shortages and poor management of drug supplies and other medical consumables 34, 41 Timely development of routine health management information system 43 Absence of a standardized definition for the package 34 MOPH 's concern with equity in delivering the package and making underprivileged as a priority from the very start 43 (Continues)
| Governance arrangement level
Barriers: Four studies reported barriers to the implementation of the package at the governance arrangement level. 34, 37, 39, 41 A detailed description of these findings follows below.
Insufficient policymaker-implementer interaction: The "disconnect" between policymakers and package implementers was reported to distort the implementation process in South Africa and Liberia due to limited understanding of the purpose and role of the package among health care providers . 34, 41 Accordingly, they responded by sub-optimal delivery of certain services, parallel private services, and leaving their posts. Furthermore, poor dialog between policymakers and frontline providers in Liberia led to divergence in their perceptions of key elements of package implementation including quality of services provided, factors limiting service uptake and need for service expansion. This, in turn, demotivated providers and hindered optimal service provision. 41 Lack of consumer and stakeholder involvement: In Tajikistan, failure to engage local authorities created difficulties for implementation of the package. 39 In addition, little consultations with the public and health service providers prior to rolling-out of package hindered the successful expansion of the services provided by the package. 39 Similarly, insufficient inputs from PHC service providers during the implementation phase in Liberia and South Africa contributed to a lack of sense of ownership, which in turn, affected proper implementation of package. 34, 41 Sub-optimal network arrangement: Lack of both structural integration (different authorities or management structures) and functional integration (different programs and services) of PHC resulted in failure to deliver the package in South Africa. 34 Furthermore, difficulty in accessing facility in terms of geographical location, 37 travel distance, 41 and opening time 41 was reported to contribute to low service utilization in Argentina and Liberia, respectively.
Lack of clarity on autonomy in decision making: In Argentina, tension between provincial regulations and municipal autonomy resulted in the rejection of package by some health offices (whose collaboration was essential to provide beneficiaries with comprehensive, integrated health care). This, in turn, led the provincial management teams to create external networks that permitted them to form alliances with other organizations and implement the package without the cooperation of health offices, thus resulting in fragmentation of service delivery. 37 In South Africa, the lack of integration of local and provincial government services resulted in the different authorities guarding their "empires jealously," with different organizational cultures being maintained by each within a PHC-versus hospital-oriented dichotomy. 34 Poor marketing and promotion of package: Poor awareness among health providers and the general public on the existence of the package was reported to hinder its implementation and uptake in Argentina and South Africa, respectively. 34, 37 Insufficient coordination with community network: In South Africa, the lack of guidance on coordination between community health workers and PHC facilities in their vicinities was highlighted as a shortcoming in the implementation process of the package. 34 In Afghanistan, the introduction of a package into an existent PHC without sufficient coordination with the community was reported to create conflicts and hamper smooth implementation. 
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Delivery Arrangement Level
Absence of a transport system for referrals 40 Continuum of care from community to facility, including referral 43 Lack and poor maintenance of basic equipment 34, 41 Lack of electricity, running water, means of communication, and transport 34 Poor availability of PHC tests with variable and long turnaround times 34 No coordinated system to ensure that all PHC facilities received the necessary protocols 34 Insufficient implementation of client held records 34 Poor physical infrastructure 40 Abbreviations: MOPH, Ministry of Public Health; NGOs, non-governmental organizations; PHC, primary health care.
In Argentina, the lack of coordination between service networks limited health care integration and prohibited proper implementation of PHC policies related to the package. Subsequently, this led to a parallel health services supply that competed with the municipal primary care services. 37 Additional barriers were reported. In Tajikistan, the limited institutional and technical capacity of the Ministry of Health (MOH) was reported as a main barrier to improved national health governance of package implementation. 39 An additional barrier consisted of fragmented external agencies' efforts and their poor coordination with the government which, in turn, undermined national ownership and governance of package by the MOH.
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Facilitators: Five studies identified facilitators to the implementation of the package at the governance arrangement level. [35] [36] [37] 39, 43 A detailed description of these findings follows below.
Legal policy framework for package implementation: In Tajikistan, the establishment of a legal and regulatory framework that linked the implementation process to the overall health reform was crucial to ensure sustained support for package implementation. 39 In Afghanistan, the translation of national policies and strategies into practical interventions with a focus on priority interventions facilitated the implementation process. 43 Political commitment: In Afghanistan, the commitment and readiness of the MOH to lead the health sector and cooperate with all partners were critical to the successful implementation of the package. In addition, the MOH's willingness to explore "reformation" instead of "restoration" of an already ineffective service delivery system facilitated the implementation process. 43 Contracting-out of service delivery: Contracting-out of service delivery to non-state organizations (relative to government-led facilities) extended access to health services in post-conflict settings 36, 43 and provided equitable quality of care to the poor in Afghanistan. 35 Additional facilitators were identified. InTajikistan, conducting awareness campaigns for decision-makers, health professionals, and the public following package implementation was highlighted as an important facilitator. 39 In Afghanistan, the establishment of a monitoring and evaluation system to follow-up on package implementation allowed the MOH to monitor, plan, and manage the health system accordingly. 43 In Argentina, the involvement of local health authorities and other strategic actors in the implementation process was critical to ensure favorable reception and formal acceptance of the package. 37 In addition, the presence of strong governance condition surrounding package implementation was highlighted as crucial to overcome negative contextual factors and facilitate package implementation. 37 
| Financial arrangement level
Barriers: Five studies reported barriers to the implementation of the package at the financial arrangement level. [38] [39] [40] [41] [42] A detailed description of these findings follows below.
Inadequate and delayed remuneration to health care providers: In Malawi, inadequate remunerations, particularly in rural posts, were reported to hamper the delivery of package services at PHC facilities. 40 InTajikistan, lack of contribution of formal payments to health care providers' salaries, with informal payments continuing alongside official co-payments, was highlighted as a shortcoming of the implementation process. 39 In Liberia, reductions and delays in the payments of salaries in government-led facilities demotivated health workers to properly implement the package. 41 An additional barrier related to the exclusion of trained traditional midwives (considered as one of the main providers of reproductive health in that setting) from the package. This reportedly led them to discourage women from delivering at health facilities since they are not included in the package and so are not paid to refer women to health facilities. 41 Additional barriers were identified. In Tajikistan, failure to accompany implementation of the package to a new health financing mechanism or a stronger emphasis on PHC contributed to the country's failed first attempt to introduce the package. 39 An additional barrier consisted of the absence of a single price list for the package across health facilities, with a very long and detailed price list for the different covered diseases and conditions. In Malawi, insufficient district budget to purchase missing drugs and supplies was reported to constrain the delivery of these interventions at PHC facilities. 40 In Kenya, the mismatch in input combinations for optimal package delivery had a bearing on the efficient use of financial resources and subsequently, service provision. 38 In Afghanistan, an economic trade-off was observed between government-led and contracted-out facilities in the delivery of package; specifically, it was estimated that a 60% increase in costs of delivering the package in contracted-out facilities would yield a 17% increase in technical efficiency (relative to government-led facilities).
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Facilitators: Three studies identified facilitators to the implementation of the package at the financial arrangement level. 36, 39, 43 A detailed description of these findings follows below.
Sustainable financing of package: Commitment of governments and donors to finance the package and their flexibility in exploring new funding mechanisms were identified as key facilitators in Tajikistan and Afghanistan. 39, 43 In addition, linking the implementation process to the overall health financing reforms, including the introduction of a new per capita payment system for PHC, facilitated the implementation process in Afghanistan. 39 Additional facilitators were identified. In Tajikistan, the establishment of a simplified list of co-payment categories and the setting of a lower co-payment for patients referred from PHC (compared with those with no referrals) facilitated the implementation process. 39 In Afghanistan, opportunities for cost-savings were highlighted through standardization of the fixed-cost elements of contracts with NGOs since these costs were found to be dominant. 36 
| Delivery arrangement level
Barriers: Five studies reported barriers to the implementation of the package at the delivery arrangement level. 36, 37, [39] [40] [41] A detailed description of these findings follows below.
Inadequate PHC management and supervision: In South Africa and Argentina, insufficient preparation of PHC managers and staffs to adopt and commit to the package alongside a serious lack of PHC management supervision led to poor adherence to the norms, standards, and timelines for package implementation. 34, 37 In Liberia and Malawi, high workload, low job satisfaction, poor communication, and a sense of isolation resulted in health personnel responding by suboptimal delivery of some services, parallel private services, and exiting their jobs. 40, 41 In addition, high turnover of staff, particularly in rural areas affected attempts to enhance capacity and standards for service delivery. 41 Poor facility infrastructure: Lack of basic equipment, electricity, running water, standardized PHC tests, clientheld records, PHC protocols, stationeries, and transport systems for referral were reported to hinder proper provision of services in Malawi and South Africa. 34, 40 Poor availability and management of drugs and other medical supplies: These were reported to affect the delivery and utilization of services provided by the packages in Malawi and South Africa. Challenges to proper management of the drug supply chain included insufficient qualified staff to support dispensary functioning, poor warehousing and inventory systems, and lack of funds to purchase drugs in advance. 34, 40 Shortages of health professionals: Lack of adequate number of health professionals was highlighted as a constraint to the successful implementation of the packages in Malawi and Liberia, respectively. 34, 41 Uncoordinated and poor quality training of health care providers: Inadequate training was reported to hinder package delivery in Malawi and South Africa since staff members could not perform specific treatments required by the package. 34, 40 Often, staff members received insufficient training in several key PHC services or only one staff per facility was sufficiently trained, which created gaps and discontinuity in service provisions when the trained staff was absent. 34 In addition, staff members who had attended trainings could not always successfully transmit knowledge to their colleagues. 40 Additional barriers were identified. In South Africa, the absence of a standardized definition for the package hindered its implementation since the approach remained underpinned by individual interpretation of the package at the provincial, district, and facility levels. 34 In Afghanistan, the degradation of security was found to adversely affect quality of health service delivery.
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Facilitators: Five studies reported facilitators to implementation of the package at the delivery arrangement level. [35] [36] [37] 41, 43 A detailed description of these findings follows below.
Training and management of PHC workforce: In Liberia, increased training of PHC workforce following package implementation was highlighted as an important facilitator. 41 Also, professional support and recognition were reported to help increase workers' commitments to the package which in turn helped improve the quality and uptake of services. In Afghanistan, training of lower level health workers on integrated management of childhood illness was associated with higher quality in communication and time spent with patients seeking these services. 35 In Argentina, service networks with vertically and horizontally embedded management teams were reported to attain strong growth and robust recruitment and linkage of package recipients. 37 Gender-sensitive health workers: The availability of female health workers helped increase the acceptance and utilization of package among women in Afghanistan. 35, 36 In addition, when both the provider and patient were females or when the provider is a doctor, the perceived quality of services was much higher. 35 Good professional-patient interaction: The quality of interaction between health care providers and patients contributed to higher patient satisfaction 36, 37 and increased service utilization 36 in a number of settings.
Continuity of care: In Afghanistan, the continuum of care from community to PHC including referrals facilitated the implementation process and contributed to success in improving health status. 43 In Argentina, articulation of the package with the municipal network was highlighted as essential to ensure comprehensive, integrated care for package recipients. 37 Additional facilitators were identified. In Afghanistan, a number of factors were found to contribute to the successful implementation of the package, including: timely development of routine health management information system; presence of clearly defined preventive and curative care to be delivered at the different service levels; and MOPH concern with equity in delivering the package and making the underprivileged a priority from the very beginning. 43 In addition, targeting patient satisfaction offered an opportunity to improve service utilization. 
| Summary of findings
This systematic review identified a set of barriers and facilitators to the implementation of essential health benefit packages within PHC settings in low-income and middle-income countries. The 10 included studies were conducted in seven countries and reported both quantitative and qualitative data. The risk of bias was judged as low for five studies and high for two studies. We could not assess the risk of bias for three of the included studies.
At the governance arrangement level, the most frequently reported barriers were as follows: insufficient policymaker-implementer interactions; limited involvement of local health authorities, consumers and PHC workforce in the development and implementation of package; sub-optimal PHC network arrangement; lack of clarity on autonomy in decision making related to package; poor marketing and promotion of package; and insufficient coordination with community network. The most frequently reported facilitator was the presence of a legal policy framework for package implementation. In addition, contracting-out of service delivery to the non-state sector facilitated extending service delivery in post-conflict settings.
At the financial arrangement level, the most frequently reported barriers were delays and inadequate remunerations to health care providers. The most frequently reported facilitators were government and donor commitments to financing of package and flexibility in exploring new funding mechanisms. Linking package implementation to health financing reform (including resource allocation decisions and budgeting) was also highlighted as critical for sustainability.
At the delivery arrangement level, the most frequently reported barriers were as follows: inadequate PHC management and supervision; poor physical infrastructure; limited availability and management of equipment, drugs and supplies; shortages of health professionals; and uncoordinated training of health care providers. The most frequently reported facilitators were as follows: adequate training and management of PHC workforce; availability of female health workers; good professional-patient interactions; and clearly defined benefits packages. Furthermore, continuum of care from community to PHC facility, including referrals to higher levels of services delivery, was highlighted as important to promote comprehensive service delivery.
| Strengths and limitations
To our knowledge, this is the first systematic review to identify barriers and facilitators to the implementation of EHPs within PHC settings. Existing systematic reviews related to our topic focused on benefit packages incorporated as part of social health insurance schemes or community-based health insurance schemes. 9, 26, 44, 45 Also, three of the four identified reviews did not report on barriers and facilitators to implementation of package. 9, 44, 45 The remaining review examined factors affecting uptake of community-based health insurance schemes. 26 Strengths of our methodology include pre-publishing a protocol, conducting a comprehensive search of the literature, and assessing the risk of bias of included studies. In addition, we followed standard methods for reporting systematic reviews. 46 This review has several limitations. First, we acknowledge that there may be some areas of overlap in the categorization of the themes into the respective health systems arrangement level. However, we attempted to minimize this by relying on the HSE database classification and by verifying the categories by discussion among all the researchers. Also, there may be concerns with generalizing our findings to other contexts. For instance, the majority of included studies were from low-income countries, of which four were conducted in one country, Afghanistan. In addition, Argentina has recently moved to the high-income country category. 47 Furthermore, our results may not be applicable to other health care settings; for instance, we did not include packages implemented at the community level (ie, community-based health insurance schemes). However, these are likely to have different barriers and facilitators associated with their implementation. A final limitation may relate to the fact that we only included studies written in English language; thus, we may have missed out on relevant studies published in other languages.
| Implications for policy and practice
As indicated by the findings of this systematic review, there is a wide range of interrelated factors that drive the implementation of EHPs within PHC settings. Policymakers need to ensure that these factors are properly addressed in package design and implementation and harmonized across the different levels of the health system. Importantly, they should demonstrate strong political commitment to package implementation, engage all key actors (including local authorities, frontline providers, and community members) throughout the process, and link implementation to overall health system reform including resource allocation decisions and budgeting. To further enhance access to and comprehensiveness of services, policymakers and other stakeholders need to support public-private partnerships and ensure the presence of effective referral systems and communication across the primary-secondary care interface. Considerations should also be given to institutionalizing monitoring and evaluation as part of the national health information systems in order to properly measure progress and outcomes achieved. Finally, given the renewed commitment to UHC as part the Sustainable Development Goals, it would be important for policymakers and stakeholders to determine whether and how the implementation EHPs within PHC settings would complement other health insurance schemes to achieve UHC.
External donors and international agencies, if involved, should assist in securing sustainable sources of funding.
Importantly, they should consider addressing, not only the content of a package, but also the required changes in the structures and processes that would facilitate effective implementation. Moreover, they should coordinate closely with local governments and actors to enable them to take a leading role in the implementation process without threatening or undermining national governance.
| Implications for research
Future research efforts should be directed towards conducting well-designed and more rigorous primary studies with particular attention to recruitment strategy, use of pilot-tested and validated tools, and in-depth analysis of findings.
Additional studies are needed to elicit the perceptions of patients and service beneficiaries on factors that influence their utilization and uptake of EHPs within PHC settings. Future systematic reviews could explore barriers and facilitators to implementation of EHPs in different contexts (eg, high-income countries). Finally, more systematic reviews and primary studies are needed to assess the impact of implementing EHPs on population health outcomes, equity, and financial protection.
| CONCLUSION
This systematic review identified a set of barriers and facilitators that need to be addressed at the governance, financial, and delivery arrangement levels of the health systems in order to ensure successful implementation of EHPs within PHC settings. The findings can provide guidance to policymakers and stakeholders who plan to implement EHPs as part of their efforts to progress to UHC.
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